chondrium of doubtful malignancy. I think some of these tumors must develop from the perichondrium and if one could approach them from the inside and use zinc chloride to destroy the perichondriallining the result might be better. If the capsule is torn one gets dissemination. If one can destroy the tumor and capsule with diathermy I think it is advisable, but it is almost never possible.
DR. M. F. SNITMAN: The photomicrographs clearly indicate a diagnosis of chondrosarcoma, and the post mortem findings are evidences of its growth potentialities. However, even the diagnosis of a true chondroma should place the clinician on guard and institute radical measures. An exact determination of the sarcomatous qualities in a supposedly benign chondroma is very difficult, and the interpretation will vary among several pathologists. Our experiences with such tumors, although infrequent, have been very unpleasant.
DR. BURTON J. SOBOROFF (closing) : It seems to be fairly well agreed in most of the literature, including that of Geschicter, Copeland, Coley and all the others, that the treatment of choice in chondrosarcoma is rather wide excision, in any case where they try to conserve function.
If we were fortunate enough to see these cases early, with the means at hand surgically, and the Fergusson type of incision which gives good exposure, I think wide surgical excision could be accomplished without extensive disfigurement and with much better results. The experiences with different types of labyrinthine surgery for Meniere's disease at the University of Chicago for the years 1940 to 1954 were reviewed. The results of animal experiments and of earlier operations on the labyrinth were reported before the American Academy of Ophthalmology and Otology in 1948. Although the animal experiments indicated that a differential destruction of the vestibular sense organs was feasible, the experience on humans was that any operation on the labyrinth which would consistently destroy vestibular function and thereby prevent the attacks of vertigo would destroy hearing in that ear as well. It was also recognized by Day that the relief of tinnitus, sometimes a distressing symptom in this diseases, was more likely to follow if cochlear function had been abolished. Both electrocoagulation (Day) and removal of membranous canal with its ampulla (Cawthorne) have been relatively successful operative procedures. In this series there were recurrences of vertigo in two out of nine cases after the former technique, and in one case out of ten after the latter technique. The hearing was destroyed in all cases. Tinnitus continued unabated in four of the former and in four of the latter group. In an effort to improve the results it was decided to adopt a more radical operative procedure on the labyrinth. This consisted of exenteration of the ampulla of the superior and horizontal semicircular canals thus making one large opening into the vestibule. The membranous structures in the vestibule were then ablated or destroyed. Coagulating current was not used. This procedure has been used in the last four cases with good results. In our experience the destructive operation on the labyrinth gives satisfactory results in selected cases of Meniere's disease and is a safe procedure. The proportion of cases in which the operation has been considered to be advisable has in recent years ranged between five and ten per cent.
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DISCUSSION
DR. SHERMAN SHAPIRO: I have followed these operations with considerable interest for some years. I might say that I have not had any personal experience in labyrinthine surgery except for the Neumann operation for suppurative labyrinthitis, because I have never found a case where I felt justified in doing this. I have always suspected from my own limited experience that one could not do anything with the labyrinth without destroying the hearing, and I am happy that Dr. Lindsay brings this out so clearly, because I thing that will clear up a good deal of confusion. We must be prepared to tell such a patient that his hearing will be destroyed by operation.
A frequent problem involves the question of unilateral and bilateral Meniere's disease. Sometimes this is difficult to determine, and in many of these people one ear will be involved first and, owing to factors, systemic and otherwise, present in that particular individual, the other ear will become involved later. Practically, I find great difficulty in even considering an operation of this type. For instance, one patient whom I saw today, I have had under observation for a number of years. He has practically no hearing in one ear; in the other ear he has enough hearing so that he can converse. He has shown many times a marked .spontaneous and postural nystagmus, particularly with the Frenzel glasses. I do not know which ear is responsible for the Meniere's and I do not know whether this can be diagnosed. I do know, however, that this patient has been able to work and get along, even though he demonstrates some nystagmus most of the time. He is taking eight 50 mg nicotinic acid tablets daily, flushes beet red, but says the medicine does him good. I suppose the good ear will ultimately go deaf, but for some years at least he will be a functioning member of society.
. I do not know of anyone who has been doing this operation in this vicinity except Dr. Lindsay, and I think he has done us a signal service in defining the strict limitations and the indications for it.
DR. ROBERT LEWY:
We are much indebted to Dr. Lindsay for defining a better operation for intractable vertigo than we have had prior to this time. But there is a disparity which I am at a loss to explain. For eight years I have been working in a large public institution and we have not had any patients on whom the Cawthorne operation, or any modification of it, was done because of vertigo. I may be wrong, but I checked with another Michael Reese staff member and in the past ten years I find that no such operation has been performed there. In my private practice, which is not the most extensive, my percentage of patients with vertigo is fairly high, but the percentage who have required surgery is zero. I know that if any individual. gets the reputation for doing a certain procedure, particularly if it is an esoteric procedure, cases tend to fall into his hands. Yet it seems to me there may be some variations of indications in various institutions. I am certain that there are patients who require this type of surgery, but in my experience I have seen none.
DR. MYRON M. HIPSKIND: I feel compelled, in view of the two previous discussants' remarks, to present the other side of the story. I wish to emphasize that Dr. Lindsay stated in the first part of his presentation that the surgical correction' of vertigo was indicated only in those cases that fail to respond to medical therapy. Some of you may recall a motion picture presentation of a case of intractable labyrinthine hydrops which I presented before this Society last year. You may recall also that I pointed out the unfortunate loss of the fingers Of the right hand which were amputated as a result of a fall during an attack of dizziness in which the patient, in an effort to break the fall, accidently plunged his hand into crushing mov-ing gears. This man had a loss for serviceable hearing in the affected ear. He was totally incapacitated because of his recurring attacks of dizziness. Following the surgical procedure as outlined by Dr. Lindsay, the man regained his stability and has since been able to follow gainful employment. In those cases where there is a substantial danger to life, where medical management has failed to produce stabilization of balance, and where all serviceable hearing is lost, it is my feeling that they should be given an opportunity of surgical correction. I can speak of other patients who have had such a background in which surgery restored them to full functional and serviceable capacity.
DR. JOHN R. LINDSAY (closing): The operation I have described is a very simple modification of a labyrinthectomy. Regarding the number of cases seen by different otologists, I do not know all the factors contributing to this experience, but I am sure that each week I see two or three new cases of vertigo. I think this is a fair estimate without having gone over the cases accurately. The majority of these are not Meniere's disease, but are either postural vertigo or an attack of vertigo without auditory disturbance. I would estimate that we see twenty or more new patients a year that could be unmistakably diagnosed as Meniere's disease. It may be that they gravitate to certain doctors or clinics because of a special interest they are known to have in that problem.
Regarding the indications for surgery; one of the first pathologic specimens which came to me was from Dr. Boies of Minneapolis. It was from a man who fell and sustained an injury which resulted in my getting his bones. Another was a man who had not dared to walk out of his hotel alone for two or three years because of these attacks. Within four or five months after the operation he would go downtown or any place he wished. He made a rapid recovery for a man in his mid-seventies. There was another patient who on several occasions was literally thrown across the table into the lap of the person opposite. He called these attacks the "flip-flops" and is now very grateful because he has not done a flip-flop since. I just mention these because you might think that a person with Meniere's disease is not in danger. Another patient was driving along the road, had a sudden attack, and hit a telephone post. We agreed that something had to be done to prevent another such attack. I could tell you of more instances, but I only want you to realize that these people could not be controlled by other means and needed rehabilitation. However, I feel that the percentage of patients to whom this operation should be recommended is low, certainly less than ten per cent of the patients which we have seen in the past fifteen years.
